Summary Background: The aim of the present study was to investigate the use of complementary and alternative medicine (CAM) and the factors that influence their use in patients with breast cancer. Patients and Methods: This descriptive and cross-sectional study was carried out with 135 breast cancer patients on chemotherapy. Results: 30.4% of patients admitted using one or more CAM methods. The most common method was herbal therapy (97.6%). There were statistically significant differences among CAM users and non-users in terms of time elapsed since initial diagnosis, current stage of the disease, and current type of therapy. As the time since the initial diagnosis increased, so did the percentage of CAM users. Those patients with advanced stage cancer or relapsed disease who were receiving palliative therapy used CAM methods more than those receiving adjuvant therapy. As far as quality of life was concerned, symptoms such as nausea and vomiting, dyspnea, and diarrhea were more common among CAM users. Conclusion: It is important and necessary that health professionals working in oncology clinics are made aware of the common use of CAM methods so that they can provide the necessary communication between patients and other health professionals on these treatment modalities.
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Introduction
Rapid developments in the diagnosis and treatment of diseases brought forth an increase in the use of complementary and alternative medicine (CAM) practices. Increments in hard to treat, chronic, aggressive, and malign diseases, the high cost of new technologies, the difficulties the patients face to obtain medical facilities, the physicians' inability to focus sufficiently on each patient's demands -all suspects against the efficiency and adverse effects of current therapeutic approaches -in parallel to an increase in life expectancy have increased the popularity of CAM practices among consumers [1] .
CAM, as defined by The National Center for Complementary and Alternative Medicine (NCCAM) in the USA, is a group of diverse medical and health care systems, practices, and products that are not presently considered to be part of conventional Western medicine. NCCAM classifies CAM therapies into 5 categories: alternative medical systems, mindbody interventions, biologically based therapies, manipulative and body-based methods, and energy therapies [2] . The results of a systematic review have shown that the prevalence of use of CAM ranges from 9 to 65% and it continues to rise [3] .
Surveys undertaken in Turkey demonstrate a prevalence of 36-70% for CAM practices, with herbal therapies being the most commonly used type of these practices [4] [5] [6] [7] [8] [9] [10] [11] . The Aegean region of Turkey has a distinct floral characteristic, and data on the use of CAM practices are fairly limited. Survey results have shown that the use of CAM practices are more popular among women. Breast cancer is predominantly (99%) seen in female patients, and data on the use of CAM methods in breast cancer patients are also limited. Some of the studies undertaken to determine the use of these practices have revealed that the patient's age, educational level, marital status, income level, and the availability of health insurance are among the main sociodemographic factors that affect the use of CAM practices [12] [13] [14] . On the other hand, clinical features of the disease such as receiving chemotherapy or radiotherapy, recurrence, or metastasis of the tumor also affect the use of CAM practices [15] .
A diagnosis of cancer and the side effects of cancer therapy affect the quality of life in these patients. Studies have shown that the use of CAM practices is more common among patients with low quality of life scores [16] , although some controversial reports have also been published [17] . In the present study we aimed to investigate the frequency of the use of CAM therapies and the factors that influence their use, including sociodemographic factors, clinical features of the disease, and quality of life, in patients with breast cancer.
Patients and Methods
The present study is a descriptive and cross-sectional investigation undertaken to assess the use of CAM therapies and the factors that influence their use in patients with breast cancer. The sampling procedure used was nonprobability sampling. A total of 135 breast cancer patients who were receiving chemotherapy at the Medical Oncology Outpatient Clinic of the İzmir Atatürk Training and Research Hospital between April and June 2008 were included in the study. Exclusion criteria were: having problems with communication, no desire to take part in the study, being in the terminal stage of the disease, or having any health problem requiring urgent care. Before the initiation of the study, its protocol was approved by the hospital ethics committee, and informed consent of the patients was obtained. For ethical reasons, the names of the patients enrolled in the study remain undisclosed. The aim of the study was explained to each patient, and patients over 18 years of age and volunteering to take part in the study were enrolled after written consent was obtained. Before starting the study, the consent of the EORTC QLQ-C30 Quality of Life Group was also obtained. The 'Sociodemographic Characteristics Questionnaire' and the 'Complementary and Alternative Therapy Use Assessment Form' were used to collect the patient data. Additionally, a quality of life-assessing questionnaire (EORTC QOL-C30) was answered.
Sociodemographic Characteristics Questionnaire
This form was developed by the researcher in order to collect data on the sociodemographic features of the patients enrolled in the study, including age, marital status, educational status, profession, social assurance, economical status, and location of longest residence. Information regarding the patients' disease or clinical features such as time of diagnosis, disease stage at time of diagnosis, present stage of the disease, and type of treatment was collected by review of the patients' medical records.
Complementary and Alternative Therapy Use Assessment Form
Information regarding the patients' therapy type, reasons of use, time of therapy commencement, sources of information on CAM therapy, awareness of physicians about the patients' use of CAM methods, whether the patients requested information from health professionals on CAM methods, the success of the CAM method used, the frequency of CAM use, and therapy-related adverse effects was collected through the use of the Complementary and Alternative Therapy Use Assessment Form.
Quality of Life Assessment Questionnaire (EORTC QLQ-C30)
The questionnaire was prepared by Aaronson and coworkers and consists of 30 items and 2 modules, including the functional status and symptoms scale. The functional status module consists of 6 different submodules, including physical (questions 1-5), role (questions 6 and 7), cognitive (questions 20 and 25), emotional (questions 21-24), social (questions 26 and 27) , and global quality of life (questions 29 and 30) submodules. The symptoms scale includes symptoms such as fatigue (questions 10, 12, and 18), nausea and vomiting (questions 14 and 15), pain (questions 9 and 19), dyspnea (question 8), sleeping disorder (question 11), loss of appetite (question 13), constipation (question 16), diarrhea (question 17), and economic impact or financial difficulties (question 28). Higher scores obtained from the scale indicate a high functional state and a high degree of severity of symptoms. This scale was adapted to the Turkish language by Guzelant and coworkers, and its validity and safety for the Turkish population in patients with lung cancer has been demonstrated. The Cronbach alpha coefficient of the scale was set as ≥ 0.70 [18] . The evaluation process of the scale was performed according to the instructions in the EORTC QLQ-C30 Scoring Manual.
Collection of Data
The questionnaires were filled in by the researcher during a face to face interview with each patient. Before starting to fill in the questionnaires, the researcher gave the patients some information on CAM in order to help them understand the procedure. The difference in quality of life levels between users and non-users of CAM methods was investigated using the student's t test.
Data Analysis

Results
The sociodemographic features of the 135 patients participating in the study are summarized in table 1 and the clinical features in table 2 . Among the participants, 41 (30.4%) used one or more CAM methods. Among these patients, 40 (97.6%) used herbal remedies and 1 patient confirmed that she used mind-body interventions. As seen in figure 1 , the most commonly used herbal therapy was stinging nettle (urtica). Twenty-five (61%) patients reported that they used CAM methods in order to support the conventional medical therapy prescribed by their physicians, 14 (34%) patients used these methods because they were affected by their social environments, and 2 (5%) patients used them for comfort and relaxation. The majority (68.3%) of the patients started using CAM methods at the time of initial diagnosis while 31.7% started using these methods when the disease was in the advanced stage. Among these patients, 58.5% admitted using CAM methods from time to time while 41.5% used them regularly. The majority (63.4%) of the patients admitted that they obtained information on CAM methods from other family members, 17.1% from friends, 14.6% from the media, and 4.9% from health professionals. Most (61%) patients used CAM methods when they were not on conventional medical therapy, and the remaining 31% used these methods simultaneously with the conventional medical therapy. In the interviews, the majority (80.5%) of the patients reported that CAM methods were beneficial for their health. When they were asked if these methods caused an improvement in their health status, 31.7% said 'yes', 9.8% said 'no', and 58.5% said that they did not know. In total, 73.2% of the patients thought that their physicians should be aware of their using CAM methods, although only 34.1% of the patients shared this information with their physicians. Among these patients, 36.6% reported that they wished to obtain knowledge concerning CAM methods from their physicians while 68.8% reported that their physicians did not approve of these methods. There was no statistically significant difference between the patients' sociodemographic characteristics and CAM use status (p > 0.05) (table 3). But when CAM use was assessed based on the disease characteristics, time from initial diagnosis, current stage and status of the disease, and current therapy method, there were statistically significant differences between CAM users and non-users (p < 0.05). As the time from initial diagnosis increased, so did the percentage of patients using CAM. Namely, the percentage of CAM use was higher among patients with advanced disease, relapsed disease, and in patients on palliative therapy, compared to those receiving adjuvant therapy (41.4 vs. 22.1%) (table 4).
The patients' use of CAM methods based on quality of life submodules is shown in table 5. No statistically significant difference was observed between Global Health and Functional Area submodules between users and non-users of CAM methods (p > 0.05). When the symptom submodules' score averages of users and non-users were compared, nausea and vomiting, dyspnea, and diarrhea were more prominent among CAM users (p < 0.05). There was no statistically significant difference between users and non-users when other symptoms were assessed.
Discussion
The usage rate and types of CAM vary between patients with breast cancer. In our study, the usage rate was 30.4%, with 97.6% of the patients using herbal therapies. A study conducted in Japan demonstrated a prevalence of CAM use of 32% among cancer patients [19] . Another study conducted with women with breast cancer revealed a prevalence of CAM use of 36% [12] . A study performed in Europe and comprising 282 women with breast cancer showed a 44.7% usage rate of CAM, with 46.4% of these patients using herbal therapies [20] . On the other hand, the prevalence of CAM use in Australia was reported to be 14.5% among women with different types of cancer, and 11.5% among women with breast cancer [21] . In China, the usage rate of CAM in patients with breast cancer was as high as 98%, with traditional Chinese medicine, dietary supplements, physical exercise, and involvement in self-help groups being among the most popular methods [15] . By contrast, in Iran, prayer and spiritual healing were the most commonly used CAM methods, with a prevalence of 32% among women with breast cancer [22] . The results of several studies demonstrate that the most popular CAM methods among women with breast cancer are relaxation, massage, high-dose vitamins, and herbal therapies [16, 17] . Recently published systematic reviews investigated antioxidants and other micronutrients in complementary medicine [23] , the effect of isoflavones on breast cancer risk [24] , and various forms of complementary therapies [25] . In Turkey, the usage rate of CAM is reported to vary between 36 and 70% among cancer patients, with herbal therapies being the most frequently used method [4] [5] [6] [7] [8] [9] [10] [11] 26] . The results of our study suggest that the easy availability, the low costs, the belief that since they are natural remedies they must be harmless, and the presence of herbal remedies in our traditional medical practices and cultural life are some of the reasons for the common use of herbal therapies in Turkey. In the present study, 80.5% of the patients stated that they used stinging nettle (urtica) which is the most popular herb used for the treatment of cancer [9, 11] . Most of the patients enrolled in our study started using CAM methods as an adjunct or support to their current therapies, and because other family members recommended it. Another Turkish study revealed that family members and the close social environment were the important factors that affected the patients' decision to initiate CAM methods [26] . Similarly, the study by Molassiotis et al. [20] revealed that 64.2% of women with breast cancer obtained information on CAM methods from their friends, 30.4% from the media, and 24.4% from other family members. In the study by Nagel et al. [12] , 60% of the breast cancer patients reported to have been informed by their doctors on issues regarding CAM, 34% by the media, 17% by their friends, and 10% by other persons [12] .
In our study, although most of the patients admitted that CAM methods were beneficial, 58.5% of them were not fully aware if the use of these methods had caused an improvement in their health status. This may be because our patients perceived these therapies as a part of their daily lives (as food supplements). In the European study [20] to examine the association between anxiety, depression, and quality of life and CAM use among breast cancer patients, 6.5% reported no beneficial effect for cancer, but the majority reported to be emotionally strengthened and able to cope better with cancer. In the Chinese study [15] , most of the patients reported that they benefited from CAM techniques.
Among our patients, 73.2% felt that their physicians should know they are using CAM methods, but only 34.1% informed their physicians on their using CAM. Patients usually do not inform their physicians about the CAM methods they are using [27] . The reasons behind this fact may be that either health professionals do not take into account CAM methods during the evaluation of the patients or the patients may feel shy to admit to their use of CAM methods. In this context, the majority of our patients stated that their physicians did not approve of their use of these therapy methods. The insufficiency of clinical studies that firmly establish the benefits of these therapies and the possibility of interactions between these methods and conventional medical therapies may be some of the reasons why physicians do not approve the use of CAM methods in patients with breast cancer.
Although we did not observe a statistically significant difference between the patients' sociodemographic characteristics and CAM use status in our study, the usage rate was lower in patients over 50 years of age and in single patients, while usage was more prevalent in patients living in villages. Studies from Turkey demonstrate that the use of CAM is more prominent among cancer patients with lower levels of education and among female cancer patients [8, 11] . Studies from various countries have shown that CAM use is more common among young patients [12] [13] [14] 16] , patients with high levels of education [12] [13] [14] , high income levels [15] , and in married patients [15] . The reason of higher use of CAM in patients living in villages may be the easier and cheaper availability of herbal products in the villages. The use of CAM methods is more common among younger patients, which may reflect the desire of these patients to find new remedies.
We observed that CAM use increased with the time passed since the initial diagnosis of the disease. Studies conducted with cancer patients from the Eastern Anatolia region revealed a prevalence of 17.8% before diagnosis and 41.1% after diagnosis [11] . The disease stage was also a factor in the patients' susceptibility to using CAM methods. Studies report that CAM use is more common in patients receiving chemotherapy or radiotherapy or combined therapy [9, 15, 20] , in patients with recurrent disease or metastasis [15] , and in patients who received their initial diagnosis more than 12 months ago [22] . On the contrary, there are also reports in the medical literature stating that the clinical features of the disease do not affect CAM use [12, 13, 17] .
In our study, no statistically significant difference was observed between the Global Health and Functional Area submodules between users and non-users of CAM methods (p > 0.05). When the Symptom submodules' score averages of the users and non-users of CAM methods were compared, nausea and vomiting, dyspnea, and diarrhea were more prominent among CAM users. Patients may be using CAM methods to alleviate these symptoms, or CAM use may in fact lead to the above symptoms.
In studies investigating the association between quality of life and CAM use, the usage rate is found to be higher in patients with low quality of life [16] and in depressed patients [22] . However, there are also studies reporting no significant association between quality of life and CAM use [17] . The quality of life questionnaire (QOL-C30) used in our study has some limitations, namely that it scores the psychosocial status and quality of life in a certain time frame. The physical and emotional problems that the patients were confronted with during the interview, including nausea and vomiting, fatigue and feeling down, the desire to finish the therapy and leave the hospital as soon as possible, or the fact that their relatives were accompanying them, all caused difficulties in filling out the questionnaire. On the other hand, low sociocultural levels of the patients may also have had an impact.
Conclusions
The usage rate and types of CAM vary between patients with breast cancer. The cultural characteristics of the study population, the perception of the health concept, socioeconomic status, and geographic location are among the factors that may cause such variations in the usage rate and types of CAM methods. In conclusion, there is a need to increase the awareness of health professionals on the use of CAM in the society, on the effects and adverse effects of these methods, and the importance of discussing them with the patients and their families. Evidence-based clinical studies on the efficacy of CAM methods should also be undertaken.
